non-JE outbreaks mostly caused by viruses such as Chandipura virus (CHPV), Nipah virus (NiV), and other enteroviruses. [2] [3] [4] Based on the reports, Indian states of Uttar Pradesh (UP), Bihar, Assam, West Bengal, and Tamil Nadu were identified as JE endemic zones. Many cases of AES were recorded in 2014 from the states of UP (3, 329 cases, 627 deaths), Assam (2, 194 cases, 360 deaths), West Bengal (2,381 cases, 169 deaths), and Bihar (1,385 cases, 355 deaths) (6,7, Indian Express, September 22, 2015) . Japanese B encephalitis (JE) is the major cause in India. Knowing the wide range of causal agents and the rapid rate of neurological deterioration due to pathogenesis, clinicians face the challenge of small window period between diagnosis and treatment. As a step to control JE, the World Health Organization (WHO) is maintaining a set of standards for JE surveillance, which requires identification of patients with AES. [6] [7] [8] [9] Pediatricians who treat these children should be aware of how to manage a child with suspected encephalitis, as specific antiviral therapy is lifesaving in some diseases, and these should be diagnosed without delay. These guidelines have been developed to aid the pediatrician in the management of children with suspected viral encephalitis, in both sporadic and epidemic settings in India. These guidelines do not cover viral encephalitis in the neonatal period and in immuno-compromised children, Rabies encephalitis, and chronic viral encephalitis such as Sub-acute sclerosing panencephalitis (SSPE).
The present study is carried out to evaluate the clinical profile of pediatric AES cases, to determine both prevalence and outcome of meningitis or encephalitis presentation of AES and their correlation.
METHODS
The current study was carried out in children with a diagnosis of AES admitted in the pediatric ward, Narayana Medical College, Nellore, Andhra Pradesh, India. This retrospective study (hospital records) on 30 children up to 15 years of age from January 2018 to June 2019. AES diagnosed according to the WHO case definition. Case records of each child were analyzed in detail and data recorded for history, examination, investigation, and outcome. Patients were categorized based on predominant clinical-investigational picture suggestive of meningitis or encephalitis.
Inclusion criteria
• All pediatric patients up to 15 years of age, fulfilling the standard WHO case definition of AES, were included in the study.
Exclusion criteria
• Patients presented like AES picture but with clinicalinvestigational diagnosis confirmative of cerebral malaria, Reye syndrome, or other noninfectious encephalopathy.
• Data on prevalence and clinical parameters were expressed as a percentage, and a student's t-test performed to identify significant change deriving pvalue using SPSS version 16.0 software.
Evaluation and management of children suffering from acute Encephalitis syndrome
Step I: Rapid assessment and stabilization. Step II: Clinical evaluation: History and examination
History and examination
Step III: Investigation/ Samples to be collected • CSF • Blood/serum, Urine • CT/MRI, avoid sedation • Throat swab, nasopharyngeal swab.
Step IV: Empirical treatment (must be started if CSF cannot be done/report will take time and patient sick)
• Ceftriaxone.
• Acyclovir (use in all suspected sporadic viral encephalitis) • Artesunate (stop if peripheral smear and RDT are negative)
Step V: Supportive care and treatment.
• Maintain euglycemia, Control fever, Maintain hydration. • Treat raised intracranial pressure, mild head-end elevation 15-30°.
• Treat seizures; Give anticonvulsant if the history of seizures or if GCS <8, or if the child had features of raised ICT. • Steroids: Pulse steroids (methylprednisolone or dexamethasone) should be given in children with suspected ADEM.
Step VI: Prevention and treatment of complications and rehabilitation.
• Physiotherapy, posture change, Prevent bed sores, and exposure keratitis. • Complications: Aspiration pneumonia, nosocomial infections. Treatment-Empirical treatment must be started, pending the results of investigations. A broad-spectrum antibiotic such as ceftriaxone must be given, which can be stopped if no evidence of bacterial meningitis is forthcoming. Abnormal signal intensity in the dorsal pons, medulla, midbrain, and dentate nuclei of the cerebellum; gigh-signal lesions can also be found in the anterior horn cells of spinal cord in patients with acute flaccid paralysis Chandipura virus Normal
Important Points in the History of a Child with AES

Nipah virus
Focal subcortical and deep white matter and gray matter lesions; small hyperintense lesions in the white matter, cortex, pons and cerebral peduncles have also been seen.
Varicella
Multifocal abnormalities in cortex, associated cerebellitis, vasculitis and vasculopathy Acute disseminated encephalomyelitis Multifocal abnormalities in subcortical white matter; involvement of thalami, basal ganglia, and brainstem also seen
West Nile virus
Abnormalities in deep grey matter and brainstem (50%); white matter lesions mimicking demyelination may also be seen; meningeal involvement on contrast enhanced images.
The 
RESULTS
There were 30 cases of AES pediatric patients up to 15 years of age during the study period fulfilling the WHO definition. Male and female patients were 17 and 13 and there was no statistical significance observed between them ( Table 2 ). Statistically significance difference in patients of meningitis (p<0.0001) and encephalitis (p<0.03).
Meningitis and encephalitis cases were 13 and 17 respectively. Both Encephalitis and meningitis were documented significantly more in male as compared to female (p<0.01).
Out of total 30 cases of AES, 21 were discharged, 8 expired and 1 case referred. There was statistically significance difference in patients of meningitis (p<0.0001) and encephalitis (p<0.03).
Serology for JE IgM (ELISA) was positive in 11 cases (36.6%) as per documented reports out of 30 total cases of AES. Most of patients (55%) were from rural areas and remaining from urban areas ( Table 4 ).
Among 11 seropositive cases, male patients were 8 (72.7%) as compared to 3 (27.2%) female cases. No JE seropositive case was found in less than 1-year age group, only 2 (18.8%) cases belonged to 1 to 5 years age group and maximum 9 (81.8%) patients were between 5 to 15 years of age. In these 11 positive cases, male was 8 as compared to 3 female cases. There was no JE positive case found in less than 1-year age group, and only 2 cases recorded in 1 to 5 years age group and maximum of 9 patients were recorded between 5 to 15 years of age group. It shows that statistically highly significant a smaller number of patients had positive JE IgM than as compared to negative cases of JE IgM (P<0.001). Similar results were also observed in other studies. 12, 13 This may be attributed partly because male children are more likely to go outdoors or to agriculture area where mosquito vector of the disease is abundant. Most often affected children were between 5 to 15 years of age in this present study which is more or less comparable to other studies. This may be correlated to more ambulation in this age group like playing outdoors, going to school or agriculture rice fields predisposing them to vector mosquito bite. In another study, prevalence of JE patients presenting with encephalitis form ranged between 60 to75% and presenting with meningitis form consisted up to 5 to10% cases. 13 Epidemics of JE are documented in Southeast Asia and most of the Indian subcontinent. In 2005, there was a severe epidemic of JE in the Eastern Uttar Pradesh, as well as in the adjoining areas of the neighboring state of Bihar and in Nepal. 5 The clinical disease presents with a prodromal stage, an acute encephalitic stage with varying grades of coma, convulsions and neurological deficits with high mortality or convalescent stage of recovery often with sequelae.
In this study, there were equal number of the cases were confined to both rural and urban areas and occurred after rainy season. Other studies also documented prevalence of disease during these months. 11, 14 This is because of increase mosquito density during post monsoon period.
Special schools have been set up to help children challenged by clinical sequelae of JE infection (Indian Express, October 19, 2012). Vero cell-derived purified inactivated JE vaccine-JENVAC, was the first vaccine in India that received manufacturing and marketing approvals from the Drug Controller General of India. Minocycline, a second-generation tetracycline was reported from our laboratory to be protective against JE in the animal model. 15 Based on a pre-clinical study, a phase II clinical trial has been completed at the CSM Medical University (King George Medical College). The trial report showed better outcomes with minocycline, especially in those patients who survived the initial day in hospital although the exact mechanism of action has remained enigmatic. 16 CONCLUSION JE IgM positive cases were contributed to significant cases in AES in children up to 15 years of age, 5-15 years age group male were found to be more risk for JE and years. JE has significant morbidity and mortality which can be prevented by vaccination or other preventive measures. The mortality can be reduced if supportive interventions are provided in time.
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